The following report highlights one such case, where a malignant process was primarily considered depending on initial findings. And also emphasizes the role of minimally invasive surgery for to change the attitudes in such kind of cases.
C Ca as se e R Re ep po or rt t A 3-year-old male child was admitted to the hospital with fever, anorexia and abdominal pain, since two months. Physical examination revealed the existence of 3-4 submandibular microlymphadenopathies, BCG vaccination scar was missing. The white blood cell (WBC) and erythrocyte sedimentation rate were 5000 /mm 3 and 20 mm/h, respectively. The chest x-ray was normal with no suspect of an infection. A hypoecoic pseudo-capsule formation with size 2.5 × 1.5 × 1.5 cm. was observed on the ultrasonography (US), which displaced bowel A AB BD DO OM MI IN NA AL L T TU UB BE ER RC CU UL LO OS SI IS S M MI IM MI IC CK KI IN NG G  M MA AL LI IG GN NA AN NC CY Y: : A A C CA AS SE E R RE EP PO OR RT T A Ay yd dı ın n Y Ya ağ ğm mu ur rl lu u* * ✥ G Gü ün nc ce e T To ol la as sa a* * ✥ B Ba an nu u Y Ya ağ ğm mu ur rl lu u* ** * ✥ İ İ. . H Ha al lu uk k G Gö ök kç ço or ra a* * ✥ H Hü üs se ey yi in n D Di in nd da ar r -------------------------* Ankara University, Medical School, Department of Pediatric Surgery. ** Ankara University, Medical School, Department of Radiology. Although modern imaging techniques were used, this rare infectious disease mimics malignancy, and lead to a more aggressive innovation. The authors recommend minimally invasive surgery for to avoid unnecessary laparatomy. Ender görülen bu enfeksiyöz hastalık maligniteyi taklit ederek daha invaziv bir girşimin uygulanılmasına yol açmıştır. Yazarlar, minmal invaziv cerrahi girişimler kullanılarak gereksiz laparatomiden kaçınılabileceğini vurgulamaktadırlar.
A An na ah ht ta ar r K Ke el li im me el le er r: : Abdominal Tüberküloz, Çocukluk Çağı segments ventrally. Abdominal computerized tomography (CT) revealed a cyst or hypodense bisegmental structure of 3 × 2 × 2 cm. and mesenteric lymph nodes on the abdominal midplane (Figure-1a) . It was assumed that the cyst or bisegmental structure had mesenteric placement, and its borders could not be distinguished from the bowel wall, accompanying peritoneal thickening was also observed (Figure-1b) . Depending on these findings, biopsy-aimed laparotomy was conducted with the suspicion of a malignant process. During laparotomy the overall bowel surface was covered with white micronodules). There was a centrally necrosed mass of 4 × 3 × 2 cm. placed in the mesenteric origin and lots of mesenteric lymph nodes. Incisional biopsy was performed from the lesion. Samples were taken from the peritoneal fluid for cytologic analysis and microbiological culture. Postoperative period was uneventful. According to the laparotomy findings the diagnosis of abdominal tuberculosis was established. Acid-fast bacilli in the peritoneal fluid and a positive culture result determined confirmation of abdominal tuberculosis infection. Histopathological diagnosis revealed a granulomatous inflammatory process, compatible with TB. Anti-tuberculosis treatment was started immediately. D Di is sc cu us ss si io on n Abdominal TB was a common disease among the Industrial Countries at the turn of the 20 th century. During the ensuing decades, there was a steady decline in incidence attributed to improvements in nutrition, living conditions and the development of the specific drug therapies. By the 1970s, it was rarely seen in industrialized countries, and most reports dealt with its incidence in immigrant and third world populations (1). Although after a period, a steady decline in the incidence of tuberculosis, a resurgence of the disease has occurred since the mid 1980's. Numerous studies have reported an increasing frequency in the patients infected with HIV and in undeveloped or developing countries. This situation has been exacerbated by the increasing number of multidrug-resistant strains of M. Tuberculosis (2) . TB can be seen in all age and socio-economic groups in undeveloped countries. It should be considered in the differential diagnosis of the acute abdomen. The main symptom is abdominal swelling in 82%. Other symptoms are fever (74%), weight loss (62%), abdominal pain (58%), and diarrhoea (16%). Seventy five percent of the patients have abdominal tenderness. An abnormal chest radiograph is found in 48% but active pulmonary tuberculosis in only14% (3).
Although most cases of abdominal TB are thought to be due to a pulmonary cause. Postmortem studies have found intestinal involvement in %80 of patients who die of pulmonary TB. Almost all cases of abdominal TB are caused by Mycobacterium tuberculosis. Mycobacterium bovis has been almost eliminated by public health measures but may be a rare cause of primary
----------------------------------------------ABDOMINAL TUBERCULOSIS
F Fi ig gu ur re e--1 1a a: : Hypodense bisegmental structure and mesenteric lymph nodes were observed on the abdominal midplane in computerized tomography.
F Fi ig gu ur re e--1 1b b: : Peritoneal thickening and the massy appearence undistinguishable from the bowel wall observed in computerized tomography.
intestinal tuberculosis, which is due to direct ingestion of infected material (3). The intestinal mucosa responds with an inflammatory exudate that may progress to an area of ulceration. The natural course of intestinal TB follows three patterns: ulcerative, hypertrophic, and ulcerohypertrophic. In the ulcerative form, transverse ulcer occurs perpendicular to the bowel axis and may bleed, perforate, or form fistulas. In the less common hypertrophy form, a mass or multiple nodules with or without caseous necrosis and may mimic malignant neoplasms such as lymphoma or carcinoma and may cause obstruction (2, 4, 5) .
The diagnosis of abdominal TB is diffucult especially in children due to its vague clinical picture, and therefore the diagnosis is often delayed. The most common forms of abdominal TB in children are adhesive peritonitis and nodal disease. Strictures are uncommon, and the hypertrophic form is rare (3,6).
Our patient was admitted to the hospital for his fever, anorexia and abdominal pain, which have all been continuing for two months. At the beginning, anti-parasitic medical drug treatment was started with the suspicion of parasitic infestation. Routine laboratory tests provided nonspecific data. Abdominal CT and US was performed as radiological studies. It was assumed that the cyst or bisegmental structure had mesenteric placement, and its borders could not be distinguished from the bowel wall. The patient could not be diagnosed preoperatively. During laparotomy, partial omental thickening, white micronodules covering almost the entire bowel surface and a 4 × 3 × 2 cm mass placed at the mesenteric origin were observed. As a result of all the above findings, the case was diagnosed as abdominal TB, during operation. This macroscopic form, which is rarely encountered in the childhood, was histologically compatible with the hypertrophic form.
Should CT show intraabdominal tuberculosis, laporatomy can be avoided and less invasive methods such as laparascopy may be used. Also with the use of abdominal paracenthesis the diagnosis could be accurately made, but laparoscopy could give a better exposure to whole abdominal cavity, and tissue sampling. Laparotomy must be used for complications such as obstruction, perforation, abscess, and fistulization. The authors offer explorative laparotomy or laparoscopy with unexplained process, because of differential diagnosis for hypertrophic form such as lymphoma, various forms peritoneal carcinomatosis, and peritoneal mesothelioma (7).
The abdominal TB, which has recently come to issue with HIV infections in the developed countries, has never lost its importance in the developing or undeveloped countries, should be kept in mind and considered by the clinician. This case is thus reported, since we believe that this hard-to-diagnose disease can be successfully treated if marked early enough.
